Abstract Intestinal evisceration through the vagina is rare, and transvaginal evisceration after transabdominal surgery is even more rare. Vaginal evisceration is a very rare complication of abdominal hysterectomy, but when this occurs, it is a surgical emergency. Prompt attention is required to prevent further morbidity and potential mortality. The most common organ to eviscerate is the distal ileum, with only two cases of prolapsed omentum having been reported. We present an unusual case of a postmenopausal woman who presented with a vaginal evisceration of the small bowel and omentum after abdominal hysterectomy.
Introduction
Hysterectomy is one of the most common major gynecological procedures. Typical complications such as bladder, ureteral, and gastrointestinal injury and vaginal vault prolapse are well documented, but bowel morbidity is uncommon [1] .
One rare complication of hysterectomy is evisceration of abdominal contents through the vagina. Most reported cases occurred following vaginal surgery; transvaginal evisceration after transabdominal surgery is uncommon [2, 3] . Since the first report of vaginal evisceration by McGregor in 1907 [4] , 59 cases of vaginal evisceration after hysterectomy have been described in the literature and only 19 cases after a prior abdominal procedure [1] . The small bowel is the organ most commonly prolapsed, and only two cases of prolapsed omentum have previously been published [1] . We report a case of a postmenopausal woman with small bowel and omentum transvaginal evisceration 6 months after total abdominal hysterectomy.
Case report
A 52-year-old postmenopausal woman, gravida 4, para 3-0-1-0, had undergone a total abdominal hysterectomy with bilateral salpingo-oophorectomy for uterine leiomyomas and menorrhagia. The vaginal vault was closed with interrupted sutures (Polysorb 0) and was supported by round ligament colpopexy.
She recovered uneventfully and was discharged on the 7th postoperative day. On the 3rd day after discharge, she came to our emergency department complaining of lower abdominal pain and bleeding. Six months later she was readmitted with vaginal bleeding and discharge. Vaginal examination confirmed about 2 cm of small bowel and 10 cm of omentum protruding through two defects in the apex of the vaginal cuff. Laparotomy with a midline vertical incision was performed. On examination the small bowel, which appeared nonischemic, was replaced; however, a thorough examination of the omental pedicle showed a compromised segment, which was resected with intestinal staples. The vaginal tear was sutured with Vicryl. The patient made a remarkable postoperative recovery.
Discussion
Transvaginal evisceration after abdominal hysterectomy is exceedingly uncommon [1] [2] [3] [5] [6] [7] . Virtanen et al. [8] found 71 cases of transvaginal prolapse, but they included evisceration after all types of procedures and even spontaneous events without a history of previous [7] (of whom two had had radical hysterectomy [2, 3] and two had undergone simultaneous procedures for pelvic floor repair).
Bowel prolapse through the vagina has been most frequently reported in postmenopausal women with enterocele and previous vaginal surgery [5] . In premenopausal women it is usually associated with vaginal trauma from coitus, obstetric instrumentation, or a foreign body [9] , but cases of vaginal evisceration after hysterectomy in premenopausal women have also been published [7, 9] .
The etiology is unclear, but Somkuti et al. [7] identified factors that can contribute to a weakening of the vaginal apex after vaginal or abdominal surgery: (1) poor surgical technique, (2) postoperative wound or cuff infection, (3) wound hematoma, (4) resumption of sexual activity before complete healing, (5) advanced age, (6) previous radiation therapy, (7) chronic steroid administration, (8) trauma and rape, (9) previous vaginoplasty, and (10) Valsalva's maneuver or straining during a bowel movement.
The most common clinical presentation of vaginal evisceration consists of vaginal bleeding, pelvic pain, discharge, or/and a protruding mass [1] . The distal ileum is the most common organ to eviscerate, but prolapse of omentum (only two cases), colon, appendix, and fallopian tubes have been reported [1] .
Vaginal evisceration is a surgical emergency. Management begins by stabilizing the patient's condition and providing intravenous hydration and prophylactic antibiotics, followed by examination and surgical repair under general anesthesia [1, 5, 7] .
The repair approach used (abdominal, vaginal, or a combined approach) depends on several factors [1] : (1) the viability of the prolapsed bowel and its mesentery, (2) the surgeon's ability to reduce the prolapsed intestine, and (3) the exposure to the operative field; poor exposure may exist secondary to morbid obesity or inability to flex the lower extremities enough to place them in the lithotomy position.
A complete and thorough inspection of the entire mesentery is crucial to assess for lacerations and vascular injuries that could change the patient's management and prognosis.
Various methods have been reported for closing the defect in the vagina and trying to prevent recurrence of this complication. The techniques described include culde-sac obliteration, Dacron mesh reinforcement [10] , adductor magnus muscle flap [11] , vaginectomy, colpocleisis, and others [1, 5, 6] .
